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ABSTRACT
Background: Moral injury (MI) describes emotional, spiritual, and social suffering that can arise 
following psychological trauma. Prior research in military populations indicates the relevance 
of MI to adverse psychological outcomes, such as post-traumatic stress disorder (PTSD) and 
suicidal behaviours, and shows evidence for MI as a unique construct. Minimal studies of MI 
have been implemented in civilians, usually restricted to small samples with a specific set of 
traumatic experiences, despite the conceptual relevance of MI to non-military trauma reactions 
more broadly (e.g. feelings of betrayal towards a perpetrator of sexual abuse).
Objective: To address this problem, we assessed MI in trauma-exposed civilians to examine 
ways in which this construct was related to and distinct from trauma and traumatic stress- 
related problems, including PTSD and depression.
Method: We adapted an existing MI scale, Moral Injury Events Scale (MIES) and administered 
this measure to 81 men and women along with measures of trauma exposure, PTSD and 
depression, and also asked participants about past suicide attempts.
Results: We observed that both greater exposure and distress related to potentially morally 
injurious events were associated with higher trauma exposure, particularly childhood maltreat
ment, as well as post-traumatic and depressive psychopathology. However, even after account
ing for current PTSD and depression symptoms, MI exposure (F = 6.05, p = .017) was 
significantly higher among participants who had previously attempted suicide.
Conclusions: These pilot data reveal the ways in which MI is associated with trauma exposure, 
PTSD and depression and highlight the salience of MI in civilians. Similarly, these data demon
strate the unique relevance of MI to suicide behaviours, independent of post-traumatic 
psychopathology, indicating that this construct may be an understudied contributor to suicide 
risk in civilians.

Daño moral en civiles: asociaciones con exposición a trauma, TEPT 
y conducta suicida
Antecedentes: El daño moral (DM) describe el sufrimiento emocional, espiritual y social que 
puede surgir después de un trauma psicológico. Investigaciones previas en poblaciones 
militares indican la relevancia del DM para los desenlaces psicológicos adversos, como tras
torno de estrés postraumático (TEPT) y las conductas suicidas, y muestran evidencia de que el 
DM es un constructo único. Se han implementado mínimos estudios de DM en civiles, 
usualmente restringidos a pequeñas muestras con un conjunto específico de experiencias 
traumáticas, a pesar de la relevancia conceptual de DM para las reacciones de trauma no 
militares más amplias (p.Ej., Sentimientos de traición hacia un perpetrador de abuso sexual).
Objetivo: Para abordar este problema, evaluamos el DM en civiles expuestos a trauma para 
examinar las formas en que este constructo se relacionaba y se diferenciaba de los problemas 
relacionados con el trauma y el estrés traumático, incluidos el trastorno de estrés 
postraumático y la depresión.
Método: Adaptamos una escala de DM existente, la Escala de eventos de daños morales 
y administramos esta medida a 81 hombres y mujeres junto con medidas de exposición al 
trauma, TEPT y depresión, y también preguntamos a los participantes sobre intentos suicidas 
pasados.
Resultados: Observamos que tanto una exposición mayor como la angustia relacionada con 
eventos de potencial daño moral se asociaron con mayor exposición a trauma, particularmente 
al maltrato infantil, así como a psicopatología postraumática y depresiva. Sin embargo, incluso 
después de tener en cuenta los síntomasde TEPT actuales y depresión, la exposición a DM 
(F = 6.05, p = .017) fue significativamente mayor entre los participantes que habían intentado 
suicidio previamente.
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HIGHLIGHTS
• Moral injury (MI) describes 

emotional, spiritual, and 
social suffering emerging 
after psychological trauma. 

• Despite conceptual rele
vance to civilian trauma, it 
has been largely assessed 
in military populations. 

• We assessed MI in a sample 
of high trauma-exposed 
civilians, finding associa
tions with interpersonal 
trauma, PTSD, and depres
sion, as well as past suicide 
attempt.

CONTACT Negar Fani nfani@emory.edu Department of Psychiatry and Behavioral Sciences, Emory University, 101 Woodruff Circle, Ste 6007, 
Atlanta, GA 30322, USA

EUROPEAN JOURNAL OF PSYCHOTRAUMATOLOGY 
2021, VOL. 12, 1965464 
https://doi.org/10.1080/20008198.2021.1965464

© 2021 The Author(s). Published by Informa UK Limited, trading as Taylor & Francis Group. 
This is an Open Access article distributed under the terms of the Creative Commons Attribution-NonCommercial License (http://creativecommons.org/licenses/by-nc/4.0/), which 
permits unrestricted non-commercial use, distribution, and reproduction in any medium, provided the original work is properly cited.

http://orcid.org/0000-0002-7720-252X
http://orcid.org/0000-0002-8843-2996
http://orcid.org/0000-0002-4417-1042
http://orcid.org/0000-0002-7377-722X
http://orcid.org/0000-0002-4936-9023
http://orcid.org/0000-0002-9181-2324
http://orcid.org/0000-0002-8806-7773
http://orcid.org/0000-0001-8882-2778
http://orcid.org/0000-0003-1838-0702
http://orcid.org/0000-0003-3197-7415
http://orcid.org/0000-0003-4674-0314
http://orcid.org/0000-0003-2531-923X
http://orcid.org/0000-0003-0076-8434
http://www.tandfonline.com
https://crossmark.crossref.org/dialog/?doi=10.1080/20008198.2021.1965464&domain=pdf&date_stamp=2021-09-24


Conclusiones: Estos datos piloto revelan las formas en que el DM se asocia con la exposición al 
trauma, TEPT y depresión y resaltan la importancia del DM en la población civil. De manera 
similar, estos datos demuestran la relevancia única del DM para los comportamientos suicidas, 
independientemente de la psicopatología postraumática, lo que indica que este constructo 
puede ser un contribuyente subestudiado del riesgo de suicidio en la población civil.

平民的道德伤害:与创伤暴露, PTSD和自杀行为的关联
背景: 道德伤害 (MI) 描述了心理创伤后可能出现的情绪, 精神和社会痛苦° 先前对军人群体 
的研究表明 MI 与不良心理结果的相关性, 例如创伤后应激障碍 (PTSD) 和自杀行为, 并表 
现出MI 作为一种独特构念的证据° 尽管 MI 与非军事创伤反应的概念相关性更广泛 (例如, 
对性虐待犯罪者的背叛感), 在平民中对 MI 的少量研究通常仅限于具有一组特定创伤经历 
的小样本° 目的: 为解决这个问题, 我们评估了创伤暴露平民中的 MI, 以考查此构念与创伤和包括 PTSD 
和抑郁的创伤应激相关问题相关和不同的方式° 方法: 我们采用了现有的 MI 量表——道德伤害事件量表, 对 81 名男性和女性进行了这项测 
量, 同时测量了创伤暴露, PTSD 和抑郁, 还询问了参与者过去的自杀尝试° 结果: 我们观察到, 更多与潜在道德伤害事件相关的暴露和痛苦都与更高的创伤暴露有关, 尤 
其是童年期虐待, 以及创伤后和抑郁的精神疾病° 然而, 即使考虑到当前的 PTSD 和抑郁症状, 
在之前曾试图自杀的参与者中, MI 暴露 (F = 6.05, p= .017) 也显著更高° 结论: 这些试点数据揭示了 MI 与创伤暴露, PTSD 和抑郁相关的方式, 并强调了平民中MI的突 
出性° 同样, 这些数据证明了 MI 与自杀行为独立于创伤后精神疾病的独特相关性, 表明此构 
念可能是导致平民自杀风险的一个未充分研究的因素° 

1. Introduction

Moral injury (MI) is an emerging construct capturing 
the emotional, social, and spiritual suffering that can 
arise following events that violate deeply held moral 
beliefs and values. Litz et al. (2009) defined MI as 
“disruption in an individual’s confidence and expecta
tions about one’s own or others’ motivation to behave 
in a just and ethical manner . . . brought about by 
perpetrating, failing to prevent, bearing witness to, or 
learning about acts that transgress deeply held moral 
beliefs and expectations’ (Litz et al., 2009) Assuming 
a more macro-level view, Shay (1994) earlier high
lighted the painful consequences of potentially 
morally injurious events (PMIEs) that entail 
a betrayal of trust from authority figures in high- 
stakes situations (Shay, 1994). Although researchers 
and clinicians have not reached a consensus on the 
essential features of a morally injured state, there is 
agreement about distinguishing between exposure to 
these two continua of PMIEs (i.e. perpetration- and 
betrayal-based events) and distress symptomatology 
that may emerge afterwards (Griffin et al., 2019).

A growing research base has affirmed the utility of 
the moral injury (MI) construct for working with 
traumatized patients. Drawing on Nash et al.’s (2013) 
Moral Injury Events Scale (MIES; Nash et al., 2013), 
large-scale studies with returning veterans documen
ted exposure rates of roughly one-quarter for both 
perpetration- and betrayal-based events (e.g. Wisco 
et al., 2017). Other work has found that exposure to 
PMIEs was uniquely associated with risk for post- 
traumatic stress disorder (PTSD), major depressive 
disorder, and suicidal behaviour (for a review, see 
Griffin et al., 2019). When considering the diverse 
types of traumas that might lead veterans to seek 

PTSD treatment, Litz et al. (2018) found PMIEs are 
often reported as most distressing and linked with 
more complexity in posttraumatic symptoms (Litz 
et al., 2018). Focusing on MIES scores in 26 post-9/ 
11 veterans seeking care at a US. Veterans Affairs (VA) 
medical centre, neuroimaging findings (spontaneous 
resting-state brain fluctuations and functional connec
tivity) revealed dissociable neural underpinnings and 
behaviourally distinct components of morally injur
ious events and PTSD symptomatology (Sun et al., 
2018). Notably, extant MI measures assess either expo
sure to morally injurious events or related symptoms, 
with a couple exceptions. Similar to Nash et al. (2013), 
Braitman et al. (2018) assessed both exposure and 
distress in a military sample with the Moral Injury 
Questionnaire (MIQ); using an exploratory factor ana
lysis, they found that PMIE exposure, psychological 
consequences of MI/MI distress and betrayal emerged 
as factors (Braitman et al., 2018).

Despite these and other findings, the utility of the 
MI construct has rarely been examined outside mili
tary populations. Some exceptions include studies 
with refugees that indicated high rates of exposure to 
PMIEs that were associated with high severity of men
tal health symptomatology (Hoffman, Liddell, Bryant, 
& Nickerson, 2019; Nickerson et al., 2015). Studies 
with teachers in El Salvador (Currier, Holland, Rojas- 
Flores, Herrera, & Foy, 2015) showed MI was linked 
with PTSD symptoms and burnout. Studies of journal
ists in the context of covering the refugee crisis show 
relationships between MI and guilt (Feinstein, 
Pavisian, & Storm, 2018). A recent study (Chaplo, 
Kerig, & Wainryb, 2019); tested the psychometric 
properties of a civilian MI measure for youths, with 
items derived in part from existing MI assessments 
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(e.g. C. J. Bryan et al., 2016; Nash et al., 2013); trauma 
was not assessed, but the authors assessed relation
ships between the measure subscales with PTSD and 
depression symptoms. The authors reported a five- 
factor latent structure for this measure: Acts of com
mission with agency or under duress, acts of omission, 
witnessing MI events and betrayal-related factors. 
Notably, acts of commission with agency and betrayal 
were associated with depression, whereas only betrayal 
was associated with PTSD. These studies reveal the 
relevance of civilian MI to trauma and stress-related 
disorders, while also highlighting the fact that substan
tially more research is needed to assess MI in non- 
military populations and understand its relationship 
with other trauma-related sequelae.

Similarly, the mental health impact of MI, includ
ing exposure to PMIEs and related distress, has not 
been studied among civilians who have experienced 
multiple types of trauma exposure. When considering 
the moral wrongdoing and/or possible betrayal of 
human-perpetrated events with chronic and repeated 
exposures to trauma in particular (e.g. domestic vio
lence, child abuse and rape), MI might complicate the 
clinical picture and contribute to adverse mental 
health outcomes, including suicide-related beha
viours. A growing amount of research suggests the 
contributions of MI in suicide risk (Ames et al., 
2019; A. O. Bryan, Bryan, Morrow, Etienne, & Ray- 
Sannerud, 2014; C. J. Bryan, Bryan, Roberge, Leifker, 
& Rozek, 2018; Kelley et al., 2019; Wisco et al., 2017; 
Yan, 2016), with some data suggesting that MI-related 
distress has phenomenological qualities distinct from 
PTSD (e.g. loss of purpose/meaning, sense of betrayal, 
difficulty forgiving self or others) that uniquely con
tribute to suicide risk.

Despite the clear need for understanding the role of 
MI in non-veteran populations, few studies have 
assessed both MI exposure and related distress in 
civilians; further, there is a lack of research examining 
specific associations between exposure to PMIEs and 
related distress with types of trauma exposure and 
trauma-related psychopathology. Thus, in this pilot 
study, we adapted the MIES (Nash et al., 2013) for 
a civilian population, making items applicable to civi
lian trauma, and administered it to a trauma-exposed 
civilian population as part of one of the largest and 
longest-running studies of trauma in the United 
States, the Grady Trauma Project (GTP). Although 
trauma exposure was not a criterion for participation 
in GTP, trauma history was extensively assessed; prior 
data suggests that nearly all participants in this popu
lation have experienced at least one type of trauma 
(Gillespie et al., 2009). Our first objective was to pilot 
the adapted measure of MI with this population, 
examining extent of participants’ exposure to morally 
injurious events, which included acts of omission and 
commission by the self or other, acts of betrayal, and 

whether these events caused distress (i.e. feeling 
troubled by morally injurious acts of omission or 
commission or betrayal). We assessed whether these 
responses were related to a traumatic event, as defined 
by PTSD diagnostic criteria in the DSM-5, or if they 
were more applicable to other types of events, giving 
participants the opportunity to write in their 
responses. Further, we examined associations of MI 
exposure and distress with frequency of exposure to 
different types of trauma, including childhood mal
treatment and adult trauma. Finally, we assessed rela
tionships of MI exposure and distress with severity of 
depression, PTSD, and past suicide attempt. We pre
sent pilot data on a sample of participants enrolled in 
this project, a majority of whom were seeking medical 
treatment, and some of whom were seeking treatment 
for PTSD.

2. Methods

2.1. Participants

Eighty-three total participants were recruited for this 
study from an ongoing study of trauma and PTSD 
(GTP), and 25 GTP participants also completed 
a mindfulness intervention study for trauma-exposed 
individuals with PTSD symptoms (NCT02754557). As 
part of the GTP, participants are approached in the 
general medical clinics (obstetrics/gynaecology, dia
betes and internal medicine) of a publicly funded 
hospital serving low-income individuals in inner-city 
Atlanta, Georgia, U.S.A; some participants for the 
intervention study were recruited via community 
advertisements. The total sample predominantly self- 
reported as female (90.4%; one person did not report 
their sex or gender) and was aged 18–65 (M = 40.1, 
SD = 12.9). The self-identified racial and ethnic break
down of participants was as follows: 77.1% African 
American, 1.2% Hispanic/Latino, 2.4% Asian, 12% 
Caucasian, 4.8% mixed, and 2.4% other. Other demo
graphic and clinical characteristics, including trauma 
exposure frequency by type, are provided in Tables 1 
(a–c).

The eligibility criterion for participation in the cur
rent study included the ability to understand English 
(assessed by a study researcher) and willingness to 
provide informed consent. The recruitment strategy 
has been previously detailed (Fani et al., 2012; 
Gillespie et al., 2009). Participants completed a 45-to 
-60 minute interview consisting of clinical assessments 
administered by trained research assistants. 
Participants were compensated $15 for their time. 
Informed consent was approved by Emory 
University Institutional Review Board. The data that 
support the findings of this study are openly available 
in Open Science Framework at https://osf.io/hkmfe/? 
view_only=a3d8b91df2184dfa8a4d5717abca743c
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2.2. Clinical assessments

Participants completed measures to gauge trauma 
exposure, stress-related psychopathology and history 
of suicide attempt, as described below:

The Traumatic Events Inventory (TEI) is an 18- 
item measure of civilian trauma exposure throughout 
the lifetime that was developed in the context of the 
GTP assessing a range of events (e.g. sexual assault), as 
detailed previously (Gillespie et al., 2009). Participants 
responded to the items if they experienced, witnessed, 
or learned about the event based on a Likert-type scale 
from 0 (one time or less) to 8 (more than 20 times); the 
responses were summed to create a frequency score. 
Frequencies of traumas endorsed on the TEI are 
detailed in Table 1(b), Cronbach’s alpha = .77.

The Beck Depression Inventory-II (BDI-II Beck, 
Steer, & Brown, 1996), is a widely-used self-report 
measure that assesses severity of current depressive 
symptoms; Cronbach’s alpha = .91. This measure has 
been validated in populations similar to our own 

Table 1(a). Demographics (N = 83).
Mean (SD)

Age 40.1 (12.9)
% (N)

Gender*
Female 90.2 (74)
Male 8.4 (7)

Race
African American 77.1 (64)
Hispanic/Latino 1.2 (1)
Asian 2.4 (2)
Caucasian/White 12 (10)
Mixed 4.8 (4)
Other 2.4 (2)

Education*
<12th grade 9.6 (8)
High school Graduate/ GED 28.9 (24)
Some college/Technical school 22.9 (19)
College/technical school graduate 24.1 (20)
Graduate school 14.5 (12)

Monthly income**
$0–499 16.4 (13)
$500–999 20.3 (16)
$1,000–1,999 25.3 (20)
$2,000 + 38.0 (30)

* data not reported for one participant. 
** data not reported for four participants.

Table 1(b). Clinical characteristics.
Mean (SD) Range

MIESS-C
Exposure 21.1 (5.37) 8–30
Distress 19.3 (6.12) 7–30

TEI Total (frequency of trauma exposure) 57.0 (23.8) 18–106
TEI Child Abuse Total (number of types of maltreatment, emotional, physical, sexual abuse) % (n)

0 types 24.1 (20)
1 type 22.9 (19)
2 type 31.3 (26)
3 types 21.7 (18)

PCL-5 total score (N = 64) 44.2 (16.3) 3–73
Cluster B 11.2 (5.07) 1–20
Cluster C 5.28 (2.57) 0–8
Cluster D 14.5 (6.55) 0–28
Cluster E 13.2 (5.52) 0–22

BDI total score 25.9 (12.3) 1–55

Endorsed past suicide attempt
Yes % (n) 

30.1 (25)

MIESS-C = Moral Injury Exposure and Symptom Scale-Civilian; TEI = Traumatic Events Inventory; PCL-5 = PTSD Checklist 5; BDI-II = Beck Depression 
Inventory, version 2.

Table 1(c). Trauma exposure frequency, by type.
Percent Mean (SD) Range

Experienced natural disaster 39.5 1.88 (1.43) 0–8
Experienced serious accident/injury 61.7 2.14 (1.07) 0–5
Experienced sudden, life threatening illness 32.1 1.50 (0.76) 0–4
Being in military combat 1.2 0.01 (0.11) 0–1
Witnessing the murder of close friend or family member 18.8 2.00 (1.47) 0–6
Being attacked with a weapon by a romantic partner 37.0 2.31 (1.80) 0–8
Being attacked with a weapon by a non-romantic partner 33.3 2.44 (1.72) 0–8
Witnessing a family member or friend being attacked with a weapon 38.3 3.10 (2.34) 0–8
Being attacked without a weapon by a romantic partner 54.3 3.74 (2.38) 0–8
Being attacked without a weapon by a non-romantic partner 42.0 4.21 (2.45) 0–8
Witnessing a family member being attacked without a weapon 53.1 4.37 (2.66) 0–8
Witnessing a stranger being attacked without a weapon 40.7 5.06 (2.55) 0–8
Witnessing violence between caregivers 43.2 5.47 (2.67) 0–8
Being beaten as a child 45.7 4.97 (2.60) 0–8
Sexual assault before the age of 13 44.4 3.82 (2.80) 0–8
Sexual assault between the ages of 13–17 40.7 4.00 (3.23) 0–8
Experiencing sexual assault after the age of 17 39.5 2.66 (2.10) 0–8
Experiencing other serious traumas 53.8 2.95 (2.61) 0–8
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(Grothe et al., 2005). The 20-item PTSD Checklist for 
DSM-5 (PCL-5; (Blevins, Weathers, Davis, Witte, & 
Domino, 2015), was used to assess PTSD symptoms 
the participant has experienced in the previous month 
(Cronbach’s alpha = .91); PCL-5 data were available 
for 64 participants, as other participants had received 
an older measure of PTSD with items derived from 
DSM-IV PTSD criteria (PTSD Symptom Scale; Foa, 
Riggs, Dancu, & Rothbaum, 1993). Summed scores for 
BDI-II and PCL-5 items were used in analyses; scores 
for each measure were examined separately. The PCL- 
5 has been designed for use with both military and 
non-military populations.

Past suicide attempt. Using a ‘yes’ or ‘no’ format, 
participants answered a single question ‘Have you ever 
attempted suicide?’ to assess for past suicide attempt.

2.2.1. Moral Injury Exposure and Symptom 
Scale-Civilian (MIESS-C)
The MIESS-C is a 10-item scale that we adapted from 
a prior measure, the MIES (Nash et al., 2013), a 9-item 
scale, which assesses exposure to potentially morally 
injurious events and distress related to moral injury in 
civilians. The MIESS-C measure (Table 2) was admi
nistered after the TEI; however, participants were not 
required to anchor their responses to a particular trau
matic event. Items 1–6 of the MIESS-C are identical to 
the original MIES (Nash et al., 2013) measure. Items 
7–9 of the original measure reflected betrayal with 
respect to military experiences, and were thus mod
ified to be applicable to civilian experiences. The fol
lowing changes were applied to the original items: 
Item 7: I feel betrayed by leaders who I once trusted; 
MIESS-C Item 7: I feel betrayed by people who I once 
trusted. Item 8. I feel betrayed by fellow service mem
bers who I once trusted; MIESS-C Item 8: I am 
troubled by this betrayal by specific people. Item 9: 
I feel betrayed by others outside the US military who 
I once trusted; MIESS-C Item 9. I feel betrayed by the 
institutions that I am supposed to trust. (for example, 
police, church, schools and governmental workers). 
MIESS-C Item 10 reflects distress associated with the 
betrayal identified in item 9: I am troubled by this 
betrayal by the institutions that I am supposed to 
trust. As such, the items are in sequential pairs, with 
the first item of each pair reflecting exposure to 
morally injurious events (items 1, 3, 5, 7, 9) and 
the second item of each pair reflecting distress related 
to those events (items 2, 4, 6, 8, 10). Participants 
responded to questions using a Likert-type scale (1– 
6), with responses ranging from strongly agree to 
strongly disagree; higher scores suggest higher expo
sure and/or distress. Two summed subscale scores 
were created to distinguish exposure to morally injur
ious events (MI exposure subscale, items 1, 3, 5, 7, 9; 
possible score range = 5–30) from distress related to 

morally injurious events (MI distress subscale, items 2, 
4, 6, 8, 10; possible score range = 5–30).

Following the 10 MIESS-C items, participants were 
asked to rate: ‘How much did you understand what the 
questions were about?’ using the same 1–6 Likert scale, 
with higher scores indicating greater understanding of 
items and application to trauma experiences, respec
tively. They were also asked, ‘Do you think the ques
tions on this (MIESS-C) scale apply to your trauma 
experiences? (referencing the TEI).’ They were asked 
to provide examples of other non-trauma experiences, 
if any, that they were responding to outside of those 
listed on the TEI. Participants were provided space for 
written responses for these two items. Qualitative data 
on types of non-trauma experiences endorsed were 
missing for 3 participants.

2.3. Data analyses

Correlations among the MI indices and types of trauma 
exposure, as well as current PTSD (total score and 
symptom clusters) and depressive symptoms, were cal
culated using IBM SPSS Version 25, using p < .05 sig
nificance threshold; Spearman’s Rho correlations were 
conducted with the TEI child abuse variable, which 
ranged from 0 to 3 (indicating presence or absence of 
exposure to sexual, physical, or emotional abuse). Using 
two separate analyses of covariance (ANCOVA), we 
examined potential differences in MI exposure and dis
tress among participants with and without past suicide 
attempts, after accounting for variance associated with 
current PTSD (PCL-5 total) and depression (BDI-II). 
PTSD and depressive symptoms were used as covariates 
given that our objective was to isolate the variance 
associated with MI from PTSD and depression (which 
have an established relationship with suicide 
behaviour).

3. Results

3.1. Descriptive characteristics of the MIESS-C

Cronbach’s alpha for the MIESS-C = .82. The mean for 
the MIESS-C exposure subscale was 21.1 (SD = 5.37) 
and distress subscale was 19.3 (SD = 6.12). The distri
bution of scores for the MIESS-C exposure subscale was 
not Gaussian (Shapiro–Wilk statistic = .96, p = .006) 
due to the presence of two significant outliers, which 
was not improved by rescaling (i.e. natural log and log 
10); as such, analyses with the MIESS-C were conducted 
without the data from these participants. The distribu
tions of MIESS-C distress scores were Gaussian 
(Shapiro–Wilk statistic = .97, p = .06). Items for the 
MIESS-C scale (including mean and standard devia
tions for items) and their relationships with exposure 
and distress subscales are provided in Table 3.
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Most participants gave high ratings on the clarity of 
the MIESS-C questions, with 6 being the highest score 
possible (M = 5.06, SD = 1.36, Median = 6, Mode = 6). 
Regarding trauma-relatedness of MIESS-C items, parti
cipants endorsed a range of written responses that fell 
into three categories: 1) high trauma-relatedness of 
items: ‘yes,’ ‘yeah’; 2) low trauma-relatedness of items: 
‘no,’ ‘not really’ ‘not in particular’; and 3) moderate or 
uncertain degree of trauma-relatedness of items: ‘some
what,’ ‘slightly,’ ‘probably,’ ‘some,’ ‘somewhat,’ ‘maybe,’ 
‘some of them.’ A total of 47 (59%) participants stated 
that they were thinking about a trauma endorsed on the 
TEI when responding to the MIESS-C questions (1; 
high trauma-relatedness of items). Twenty-one partici
pants (26%) stated that the items did not apply to TEI 
items endorsed (2; low trauma-relatedness of items) 
and 12 (15%) reported uncertainty about whether 
MIESS-C items applied to their trauma experiences (3; 
moderate/uncertain trauma-relatedness of items). 
Some examples of endorsed morally injurious 

events: police response to an accident; racist incident 
in a hospital from police; feeling guilt after a parent’s 
death; witnessing bullying during childhood.

3.2. Clinical correlations

MIESS-C exposure and distress subscales were signifi
cantly and positively correlated with current PTSD 
and depression symptom severity (see Table 2). 
When PTSD symptom clusters were examined indivi
dually, the strongest positive association was observed 
between MIESS-C distress and re-experiencing. 
Current depression severity was also significantly 
positively correlated with moral injury exposure and 
distress. The MIESS-C subscale scores were both sig
nificantly and positively associated with childhood 
abuse exposure. MIESS-C distress but not exposure 
was also positively associated with interpersonal vio
lence exposure in adulthood.

Table 2. Correlations of MIESS-C subscales with trauma exposure, PTSD, and depression symptoms.
TEI total 
trauma 

frequency

TEI child 
abuse 
total

TEI adult inter- 
personal trauma

PCL-5 
total

PCL-5 
B

PCL-5 
C

PCL-5 
D

PCL-5 
E

BDI 
total

MIESS-C 
Exposure

MIESS-C 
Distress

1 2 3 4 5 6 7 8 9 10 11
1 = TEI Total Trauma 

Experienced Frequency
2 = TEI Child Abuse Total 

(sexual, physical, & 
emotional)

.36*** ρ

3 = TEI Interpersonal Violence 
in Adulthood Total

.78*** .23*ρ

4 = PCL-5 Total .57*** .50*** ρ .47***
5 = PCL-5 Cluster B .52*** .27* ρ .45*** .85***
6 = PCL-5 Cluster C .33** .43*** ρ .27* .62*** .46***
7 = PCL-5 Cluster D .44*** .44*** ρ .36** .88*** .64*** .48***
8 = PCL-5 Cluster E .55*** .44*** ρ .42*** .85*** .65*** .41*** .63***
9 = BDI Total .28* .46*** ρ .26* .74*** .57*** .32** .74*** .65***
10 = MIESS-C Exposure .19 .28* ρ .20 .42*** .38** .37** .35** .31* .31**
11 = MIESS-C Distress .22* .26* ρ .28* .46*** .44*** .36** .40*** .33** .33** .86*** –

***p < 0.001 (2-tailed). 
**p < 0.01 (2-tailed). 
*p < .05 (2-tailed). 
ρSpearman’s Rho. 
TEI = Traumatic Events Inventory. 
PCL-5 = PTSD Symptom Checklist 5. 
BDI-II = Beck Depression Inventory, version 2. 
MIESS-C = Moral Injury Exposure and Symptom Scale-Civilian.

Table 3. MIESS-C items in relation to exposure and distress subscales. Mean score and standard deviation provided for each item.
Item 
number

MIESS-C 
subscale

Mean 
(SD)

1 Exposure 5.3 (1.3) I saw things that were morally wrong
3 Exposure 3.3 (1.8) I acted in ways that violated my own moral code or values
5 Exposure 3.5 (1.9) I violated my own morals by failing to do something that I felt I should have done
7 Exposure 4.7 (1.7) I feel betrayed by specific people who I once trusted
9 Exposure 4.4 (1.8) I feel betrayed by the institutions that I am supposed to trust (for example, police, church, schools, 

governmental workers)
2 Distress 4.3 (1.7) I am troubled by having witnessed others’ immoral acts
4 Distress 3.3 (1.9) I am troubled by having acted in ways that violated my own morals or values
6 Distress 3.3 (1.9) I am troubled because I violated my morals by failing to do something that I felt I should have done
8 Distress 4.3 (1.8) I am troubled by this betrayal by specific people
10 Distress 4.3 (1.8) I am troubled by this betrayal by the institutions that I am supposed to trust
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3.3. Associations of moral injury exposure and 
distress with past suicide attempt

Results of two separate ANCOVAs with MIESS-C 
distress and exposure variables, respectively, indicated 
that, after accounting for PTSD-related variance (PCL 
total) and depression (BDI total), participants with 
a prior suicide attempt had higher mean MIESS-C 
exposure scores (M = 24.7, SD = 3.88) compared to 
those without a prior suicide attempt (M = 22.1, 
SD = 4.02; F1,59 = 6.05, p = .017; η2 = .093; Figure 1). 
In a similar model including MIESS-C distress scores, 
we observed that participants with a prior suicide 
attempt had marginally (non-statistically significant) 
higher MIESS-C distress scores (F1,59 = 3.51, p = .066, 
M = 22.9, SD = 5.25, η2 = .057) as compared to 
participants without a prior suicide attempt 
(M = 19.9, SD = 5.57).

4. Discussion

In this study, we examined relationships of moral 
injury exposure and distress with types of trauma 
exposure as well as trauma-related psychopathology, 
namely, PTSD and depression symptoms, in a high 
trauma-exposed, predominantly African-American 
sample. We also examined moral injury in relation to 
suicidal behaviour, partialing out PTSD and depres
sion-related variance. Our findings indicate that 
MIESS-C subscales were correlated with PTSD and 
depression measures. Participants’ ratings on the 
clarity of MIESS-C items were high, and the majority 
considered traumatic experiences morally injurious 
events, although other types of stressors were also 
endorsed as ‘index’ events. These data indicated that 
moral injury severity, particularly distress, was signifi
cantly associated with greater trauma exposure, PTSD 
and depression severity. Finally, we found that expo
sure to morally injurious events was uniquely asso
ciated with suicidal behaviour, even when accounting 
for PTSD and depressive symptoms.

Consistent with earlier research (Griffin et al., 
2019), we found that exposure to morally injurious 
events and related distress were each positively corre
lated with trauma exposure, in particular, interperso
nal trauma. This included childhood maltreatment 
and interpersonal trauma in adulthood. Notably, 
exposure to morally injurious events was associated 
with experiences of childhood maltreatment but not 
adult interpersonal trauma exposure, whereas distress 
related to MI was related to both childhood maltreat
ment and adult interpersonal trauma exposure. It is 
possible that MI has a kindling effect with respect to 
trauma, such that increasing exposure to trauma 
heightens levels of moral distress over time, ultimately 
increasing risk for negative health outcomes, as indi
cated in earlier research (Currier, Holland, & Malott, 
2015). Overall, MI exposure and distress were also 
moderately associated with severity of PTSD and 
depressive symptoms. These data extend earlier find
ings from studies using veteran samples (Battles et al., 
2018; Wisco et al., 2017), indicating that exposure to 
morally injurious events and related distress can 
emerge in civilians as well, and is similarly linked to 
clinical impairment. These data highlight the salience 
of MI in civilians, which is increasingly being recog
nized across clinical and research settings (Chaplo 
et al., 2019; Hoffman, Liddell, Bryant, & Nickerson, 
2018; Nickerson et al., 2018, 2015), and the related 
value of assessing moral injury-related phenomena 
across both veteran and civilian populations.

Further, after accounting for PTSD and depression 
symptoms, we found that exposure to morally injur
ious events was higher in participants with past suici
dal behaviour. This demonstrates evidence for MI as 
a distinct trauma-related response that may indepen
dently contribute to risk for suicidal behaviour. Our 
results echo findings of a recent large-scale (N ~ 1000) 
study indicating that MI, irrespective of PTSD, pre
dicted suicidal ideations and behaviour in National 
Guard personnel (C. J. Bryan et al., 2018). Using 
structural equation modelling, Bryan and colleagues 

Figure 1. Associations of a) distress from moral injury (MIESS-C Distress) and b) exposure to morally injurious events (MIESS-C 
Exposure) with past suicide attempt.
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observed that some trauma-related responses, includ
ing anger, grief, guilt and anhedonia, were distinctly 
associated with a moral injury ‘factor,’ (symptoms of 
re-experiencing, insomnia and hyperarousal were 
more related to a PTSD ‘factor’), and that risk for 
suicide attempt was higher for personnel who reported 
these symptoms of moral injury, irrespective of their 
PTSD status (C. J. Bryan et al., 2018). A recent study 
indicates that veterans with relatively greater exposure 
to morally injurious events had significantly more 
suicide-related ideation and behaviour compared to 
veterans with less exposure to these events (Levi- 
Belz, Greene, & Zerach, 2020). A growing body of 
literature reveals evidence for a MI syndrome that 
stands apart from PTSD in some ways (Griffin et al., 
2019). Our data provides further compelling evidence 
for the uniqueness of MI and its salience as a potential 
contributor of trauma-related risk for suicidal 
behaviour.

When examined as part of a growing body of 
research on MI, these preliminary data on civilians 
indicate both the utility of a brief measure of MI as 
well as the need for further comprehensive MI assess
ment for civilians. This assessment has significant 
value from a research and clinical standpoint. 
Mechanistically, little is known about the psychologi
cal processes and related neurobiology of moral 
injury – to our knowledge, only one study has assessed 
aspects of MI using neurobiological (in this case, neu
roimaging) methods (Sun et al., 2019). Much is left to 
be discovered on neurobiological processes that may 
subserve distress related to MI. As indicated by 
veteran studies, MI is not a rare phenomenon 
(Griffin et al., 2019), but as of yet it has not been 
assessed in trauma-exposed treatment-seeking civi
lians. Given the known barriers to engaging in and 
completing first-line PTSD treatments (i.e. cognitive 
processing and prolonged exposure therapy), a lack of 
MI assessment in trauma-exposed civilians can further 
endanger proper treatment selection and increase the 
likelihood of treatment dropout. As such, the findings 
from this preliminary study show the clinical and 
research value of developing a MI scale for civilians 
and testing its psychometric qualities in diverse civi
lian populations.

We acknowledge several limitations of this study. 
Our adapted measure of MI was brief (10 items), 
unlike an existing 24-item measure of MI in youths 
(Chaplo et al., 2019). An expanded MI measure with 
more items that detail acts of commission and omis
sion (with agency and under duress) as well as witnes
sing morally injurious events and betrayal, is better 
suited to examine associations of these facets of MI 
with exposure to specific traumatic events and psycho
pathology, as in prior studies (C. J. Bryan et al., 2016; 
Chaplo et al., 2019). The brevity of our measure may 
also be a strength, reducing the burden to participants. 

Our limited sample size precluded our ability to con
duct an exploratory factor analysis to confirm the 
exposure and distress subscales as distinct factors. 
However, in one of the two extant MI assessments 
that measures both exposure and distress, exploratory 
factor analysis revealed that exposure to MI events and 
psychological distress related to morally injurious 
events emerged as two distinct factors, in addition to 
a betrayal-related factor (Braitman et al., 2018). We 
also sampled a population (GTP population) that has 
relatively high trauma exposure and is predominantly 
female and African American, (Fani et al., 2013, 2019, 
2012; Gillespie et al., 2009; Powers et al., 2019). This 
could be perceived as a limitation to generalizability. 
However, we believe that the present findings reveal 
important information for a population that is at dis
proportionately higher risk for adverse physical and 
mental health outcomes but has been frequently 
excluded from trauma/PTSD research. Further, the 
fact that we assessed MI in a population that has 
experienced racism-related stressors (e.g. racial discri
mination) provided a unique opportunity to examine 
how MI relates to different types of trauma exposure 
beyond DSM5 Criterion A stressors. Notably, 
a number of participants reported witnessing acts of 
racism as their index stressor for the MI measure. This 
highlights the need for future MI assessment in 
racially diverse populations and consideration of 
racism-related stressors as index traumas for these 
assessments. We gathered qualitative data for this 
pilot study to examine the range of non-trauma events 
endorsed; as such, categories of these events will be 
created as we develop a more comprehensive civilian 
MI assessment, to be tested in a large community 
sample. Given the cross-sectional nature of this inves
tigation, we were unable to assess whether MI pre
ceded suicide attempt, thus precluding our ability to 
confirm whether MI was, in fact, a risk factor for 
suicide attempt in this population. Finally, although 
these data show preliminary evidence for the utility of 
this measure in civilian samples, further research in 
larger samples is needed to comprehensively test the 
psychometric properties of the MIESS-C. We are 
expanding this measure and administering it to 
a large, diverse civilian population to identify a range 
of non-trauma-related stressors that may contribute to 
MI distress and a broader array of MI reactions; we 
plan to use exploratory factor analysis to confirm that 
there are at least two ‘factors’ in this measure related to 
MI exposure and distress.

In summary, we found that MI is related to extent of 
trauma exposure, and that moral distress is closely 
linked to trauma-related responses, including PTSD 
and depression. However, higher levels of distress 
related to MI was observed in participants with past 
suicidal behaviour, even after accounting for PTSD 
and depressive symptoms. These data support the 
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development and testing of a comprehensive measure of 
MI in civilians, including populations with exposure to 
a variety of traumas. Given the prevalence of trauma 
exposure and suicide in some communities in the 
United States, the findings from this study bring atten
tion to a construct that has significant public health 
relevance.
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